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4. Selective cooling of the spinal cord eliminates com- 
plications related to general hypothermia. 
Although it is too soon to draw any conclusions regarding 
the effectiveness ofthis method of spinal protection, I believe 
that further clinical studies should be done. The results of 
the animal experiments have been encouraging, t" a
Addendum. Since this manuscript was accepted for 
publication, this method of spinal protection has been 
used in two more patients requiring resection of arterio- 
sclerotic thoracoabdominal aneurysm. The first patient 
was a 74-year-old man with a contained rupture of a 
thoracoabdominal aneurysm originating at the takeoff of 
the left subclavian artery down to the infrarenal aorta, 
where a graft had previously been placed for an abdomi- 
nal aortic aneurysm. The crossclamp time was 46 minutes. 
The second patient was a 71-year-old man, also with a 
history of previously resected abdominal aortic aneurysm, 
who presented with a large asymptomatic horacoabdomi- 
nal aneurysm. The aneurysm involved the entire descend- 
ing thoracic aorta and terminated right below the dia- 
phragm. The aorta was crossclamped for 50 minutes. Both 
patients did well without any neurologic omplications. 
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SUCCESSFUL OPERATION FOR SOLITARY FIBROUS TUMOR OF THE EPICARDIUM 
Daisuke Segawa, MD, a Hiroshi Yoshizu, MD, a Yoshiyuki Haga, MD, a Nobuo Hatori, MD, a Susumu Tanaka, MD, a 
and Shinsuke Aida, MD, b Saitama, Japan 
Solitary fibrous tumors, which mostly arise from the 
pleura, are not common, and lesions growing from the 
epicardium are extremely rare. We present a case of an 
epicardial solitary fibrous tumor that was found as an 
enlarged mediastinal shadow in a chest roentgenogram 
and was resected after 21/2 years' observation. 
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A 50-year-old woman was referred to the National 
Defense Medical College Hospital in November 1990 with 
a suspected ventricular aneurysm. Ultrasonic echocardi- 
ography revealed that it was a solid mass attached to the 
right ventricle with a stalk. Surgical resection was recom- 
mended to the patient, but she refused because of no 
subjective symptoms. She was thus followed up in the 
outpatient clinic. 
About 21/2 years later, the patient was admitted to our 
hospital because of dyspnea nd palpitation in the right 
lateral decubitus position. A chest roentgenogram dem- 
onstrated enlargement of the mass after the 2V2 years of 
follow-up (Fig. 1). The computed tomographic scan and 
the magnetic resonance image revealed that the lesion 
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Fig. 1. Chest x-ray films. Left, In December 1990, the film showed marked cardiomegaly. Right, In June 
1993, the film showed enlargement of this shadow. 
Fig. 2. Gross appearance of the tumor with a narrow-based pedicle and the right ventricular muscle 
(arrow). 
grew in the pericardial cavity and was contiguous with the 
right ventricular wall. 
The mass was surgically resected on June 15, 1993. On 
entering the pericardial cavity through a median sternot- 
omy, we encountered a pear-shaped whitish mass the size 
of a child's head. The lesion grew from the right ventric- 
ular wall on a narrow-based pedicle and did not adhere to 
the pericardium. Partial resection of the right ventricular 
muscle was inevitable for total surgical resection. With the 
aid of cardiopulmonary b pass, the lesion was resected 
together with the right ventricular muscle contiguous with 
the pedicle. Because the defect in the right ventricular 
wall was close to the left anterior descending coronary 
artery, the defect was sandwiched with two strips of 
Dacron felt with suture running beneath the coronary 
vessels to avoid arterial occlusion. 
The lesion was an encapsulated tumor 12.5 × 
10.5 x 8.0 cm in size and 530 gm in weight (Fig. 2). 
Histologically, the tumor consisted of spindle-shaped and 
multiangle tumor cells with admixture of different cell 
types. In the hypercellular areas, the tumor cells and 
intercellular collagen fibers proliferated without obvious 
structure, which corresponded to the so-called "pattern- 
less" arrangement described as a feature of solitary fi-. 
brous tumor 3 (Fig. 3). High vascularity with a hemangio-. 
pericytoma-like pattern was also observed. Irregularity of 
the nuclear shape was conspicuous and mitotic figures 
were relatively frequent (2 to 5 per 10 high-power fields). 
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Fig. 3. Photomicrograph of the hypercellular area of the tumor showing "patternless" arrangement of
tumor cells and intercellular collagen fibers. Irregularity of the nuclear shape is also observed. (Hematox- 
ylin-eosin stain; original magnification ×200.) 
In the hypocellular eas, hyalinization and mucinous 
degeneration of intercellular collagen was prominent. 
Immunohistochemically, the tumor cells were positive for 
vimentin and negative for cytokeratin, actin, and s-100 
protein. These gross and microscopic findings were com- 
patible with those of solitary fibrous tumor. 
The postoperative course was entirely uneventful, and 
the patient was discharged from the hospital on the 
fourteenth postoperative day. She has been free from 
recurrence for 19 months. 
Solitary fibrous tumor, which has also been known as 
localized fibrous mesothelioma, was first classified as  
pleural neoplasm by Klemperer and Rabin 1 in 1931. 
Although solitary fibrous tumors most commonly arise 
from the pleura, several have recently been reported to 
arise in extrapleural sites such as the upper respiratory 
tract and other serosal cavities. 2' 3 Among them, lesions 
that arise from the epicardium are so rare that we could 
find no reported case in reviewing the literature. Three 
such lesions arising from the pericardium and growing in 
the pericardial cavity have been reported so far. 3-5 
Most solitary fibrous tumors are cured by surgical 
excision but some may be lethal because of extensive 
intrathoracic growth, unresectable r currences, and met- 
astatic diffusion. 2-5 We consider that surgical resection is 
the best treatment for solitary fibrous tumors if they are 
resectable. Tumors must be resected with a margin free of 
tumor cells. Epicardial solitary fibrous tumors may arise in 
the vicinity of the coronary artery, as in our case. In such 
cases it is important to repair the defect on the ventricular 
wall to avoid damage to the coronary artery. 
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